Introduction: Delayed patient admission to the intensive care unit (ICU) due to lack of bed availability is a common problem, but the effect on patient outcome is not fully known. Methods: A retrospective study was performed using departmental computerised records to determine the effect of delayed ICU admission and temporary management within the operating theatre suite on patient outcome. Emergency surgical and medical patients admitted to the ICU (2003 to 2007) were divided into delay (more than three hours from referral to admission) and no-delay (three or fewer hours from referral to admission) groups. Our primary outcome measure was length of ICU stay. Secondary outcome measures were mortality rates and duration of organ support. Results: A total of 1,609 eligible patients were included and 149 (9.3%) had a delayed admission. The delay and no-delay groups had similar baseline characteristics. Median ICU stay was 5.1 days (delay) and 4.5 days (no-delay) (P = 0.55) and ICU mortality was 26.8% (delay) and 24.2% (no-delay) (P = 0.47). Following adjustment for demographic and baseline characteristics there was no difference in either length of ICU stay or mortality rates between groups. ICU admission delay was associated with both an increased requirement for advanced respiratory support (92.3% delay vs. 76.4% no-delay, P <0.01) and a longer time spent ventilated (median four days delay vs. three days no-delay, P = 0.04). Conclusions: No significant difference in length of ICU stay or mortality rate was demonstrated between the delay and no-delay cohorts. Patients within the delay group had a significantly greater requirement for advanced respiratory support and spent a longer time ventilated.
Introduction
Demand for critical care services is increasing worldwide [1] and there are large variations in Intensive Care Unit (ICU) bed provision between countries. In the United Kingdom (UK) this figure remains low and compares unfavourably with other nations [2] despite recent increases in absolute bed numbers [3] . This was highlighted by the problems faced during the recent winter flu surge in which operating theatres and recovery areas were adapted in order to cope with the extra demand for ICU beds [4] .
The incidence of severe sepsis, the most common cause for general ICU admission, is increasing [5, 6] with forecasts suggesting that this will continue, due to an ageing population [7] and that this will increase pressure on pre-existing ICU beds. Bed availability is further hindered by the increasing number of ICU discharges that are delayed due to a shortage of general ward beds [3] . These factors contribute to a situation whereby an ICU bed may not be immediately available when a patient requires admission. In one UK study, 14% of ICU referrals were refused due to a lack of ICU beds [8] with 65% of UK intensive care specialists reporting ICU admissions to be limited by bed availability [9] .
The net result of these processes is that difficult decisions about patient admission and transfer will become increasingly common. The process of transfer for nonclinical reasons (that is, for comparable care rather than for specialist care) can often leave the clinician facing a dilemma [10] : should they transfer the new potentially unstable patient to an alternative centre or relocate a more physiologically stable existing patient? Transfer itself can be associated with adverse events and deterioration in patient physiology [11, 12] , with inter-hospital transfer associated with a worse outcome than remaining within an institution [13] . In the UK much of the data collection surrounding transfers is inadequate [14] so that accurately quantifying risk/benefit ratio is difficult.
The alternative to inter-hospital transfer is to manage the new patient on site until an ICU bed becomes available. This is the policy employed within Charing Cross Hospital where the operating theatre suite is often used to provide a suitably monitored environment in which to manage the patient. However, this policy of "boarding" a patient rather than transferring out can result in a delayed ICU admission. There is currently no UK-based study and a general paucity of evidence examining the impact of both this specific holding strategy or of a delayed ICU admission on patient outcome.
We, therefore, examined the effect of a delayed admission to ICU and of this specific management strategy of "boarding" patients in the operating theatre suite on outcomes as determined by length of ICU stay, mortality rates and duration of organ support.
Materials and methods

Study
Ethics committee approval was waived for this study as it involved retrospective analysis of anonymous, routinely collected, group data.
Departmental computerised patient records were analysed to identify eligible patients admitted to the ICU between 1 January 2003 and 31 December 2007. During this period, Charing Cross Hospital ran between 475 and 582 beds with a 12-bed ICU admitting adult medical and surgical patients, including neurosciences. There were four full-time intensive care specialists in 2003, this increased to five in 2004 but remained constant for the remainder of the study period. The hospital has an Emergency Department but no paediatric, cardiothoracic surgery, or obstetrics and gynaecology services. The hospital underwent a merger at the end of 2007 and the ICU expanded at this time; hence, this was used as the study endpoint.
A delayed admission was defined according to our regional critical care network guidelines as taking greater than three hours from the point of acceptance by the critical care team to patient arrival on the ICU. Time spent for patient investigation and/or treatment was not classified as delay. Readmissions, elective surgical admissions and inter-hospital transfers into the ICU were excluded. Patients readmitted to the ICU during the same hospital admission were classed as readmissions and those receiving a planned surgical procedure (even if the ICU admission was not planned) were classed as elective surgical admissions.
Data collection and analysis
Demographic data, including age, sex, diagnosis, admission category (medical or surgical), Acute Physiology and Chronic Health Evaluation (APACHE) II score [15] and source of admission, were collected. The primary reason for ICU admission, as well as physiological and laboratory data for the first 24 hours after ICU referral, were also recorded.
Recorded outcome variables for all patients were length of ICU stay, and ICU and hospital mortality. The UK critical care minimum dataset [16] was introduced on 1 April 2006 and daily organ support data were collected from this date onwards. The definitions of organ support are listed in Table 1 .
Patient data were extracted from the hospital database and analysed using Microsoft Excel 2010 (Microsoft, Redmond, Washington USA) and Statistical Package for the Social Sciences version 19 (IBM, Armonk, New York, USA). Continuous variables were analysed using the Student's t-test or Mann-Whitney U test as appropriate. Categorical data were analysed using a Chi-squared test. Multivariate regression models were used to adjust for baseline characteristics (including age, sex, APACHE II score, delay admission category and other variables that were significantly different between the two groups) when examining the effect of delayed admission on length of ICU stay and ICU mortality. A P-value of less than 0.05 was considered statistically significant.
Results
Between January 2003 and December 2007, 2,652 patients were admitted to Charing Cross Hospital ICU. Of these, 1,609 met the inclusion criteria ( Figure 1 ) and 149 patients (9.3%) had a delayed admission. The annual rates of delayed admission were 4.9% (13/268) Demographic data were similar between the delayed and non-delayed groups ( Table 2) , other than a trend towards lower age within the delay group (55 ± 17 years) compared to the no-delay group (57 ± 19 years, P = 0.07). The median duration of delay was 6 hours (IQR 4.5 to 10 hours). Within the delay group 28 patients (18.8%) were admitted directly from the ward, 11 (7.4%) from the Emergency Department (ED) and 110 (73.8%) from the theatre suite. Only 32 patients (21.5%) in the delay group had undergone an operative intervention, which was significantly less than the no-delay group (30.5%, P = 0.02). The other 78 patients admitted to ICU from the theatre suite were transferred there from elsewhere in the hospital for continued management pending ICU admission. The delay group had a significantly higher percentage of patients with respiratory failure as a cause for admission (25.5% vs. 15.6%, P < 0.01) than the no-delay group and a lower partial pressure of oxygen in the blood (PaO 2 ):fraction of inspired oxygen (FiO 2 ) ratio (25.8 ± 15.1 vs. 29.6 ± 18.0, P = 0.02) and a lower Glasgow Coma Scale (GCS) (6, IQR 3 to 15 vs. 10, IQR 3 to 15, P = 0.03) in the first 24 hours after ICU referral.
There was no significant difference in length of ICU stay between the delay group (median 5.1 days, IQR 1.9 to 9.8) and no-delay group (median 4.5 days, IQR = 1.8 to 9.4, P = 0.55) ( Figure 2 ). There was no significant difference in ICU mortality (delay = 26.8% (40/149) vs. nodelay = 24.2% (353/1,460); P = 0.47) or hospital mortality (delay = 36.2% (54/149); no-delay = 32.8% (479/1,460); P = 0.44) between the groups ( Table 2) .
We performed multivariate regression analysis to adjust for any imbalances at baseline between the delay and no-delay groups. Using linear regression analysis, delayed admission was not associated with length of ICU stay (β 0.48, 95% CI -1.5 to 2.46, P = 0.64, Table 3 ). Similarly, on binary logistic regression analysis, there was no association between ICU mortality (OR 1.27, 95% CI 0.81 to 2.0, P = 0.29, Table 4 ) and delayed admission. Increasing age, male sex and operative intervention were associated with increased ICU stay (Table 3) . Increasing APACHE II score was associated with significantly higher ICU mortality (Table 4 ).
There was no association between length of delay in hours and mortality. Within the delay group, the odds ratio for ICU mortality was 0.97 for each hour delay (95% CI 0.89 to 1.05, P = 0.41). We further tested if the longest delays affected outcome (those patients in the highest quartile of delay, >10 hours). There was no difference in the length of ICU stay in the longest delayed admissions compared to no-delay patients (median 5.2 vs. 4.6 days respectively, P = 0.61) or compared to those whose delay was in the lowest (<4.5 hours) quartile (median 5.2 dayshighest quartile vs. 5.1 days -lowest quartile, P = 0.79). Similarly, the ICU mortality rate was not increased at 20.1% (7/34), in the longest delayed patients. The majority of patients (73.8%) in the delayed admission group were managed in the operating theatre suite pending ICU admission. There was no difference in length of ICU stay between those managed in the theatre suite compared to those managed in the ED/wards during the delay period (median 4.8 vs. 5.8 days respectively, P = 0.36). However, there was a trend toward a higher ICU mortality in patients not managed within the theatre suite during the delay (ED/wards 38.5% mortality (15/39) vs. theatre suite 22.7% mortality (25/110), P = 0.06) that persisted after adjusting for baseline characteristics (OR 2.94, 95% CI 0.89 to 6.46, P = 0.08).
There was a trend toward patients in the delay group having higher rates of intubation during the first 24 hours after ICU referral (66% delayed vs. 58% non-delayed, P = 0.07, Table 2 ) and the delay group patients were more likely to receive advanced respiratory support at some point during their admission (92.3% delay vs. 76.4% nodelay, P <0.01, Table 5 ). The delay group then required this advanced respiratory support for significantly longer than those in the no-delay group (median 4 vs. 3 days respectively, P = 0.04). There were no significant differences in the requirements for basic respiratory and cardiovascular support, advanced cardiovascular support, or renal support between the groups (Table 5 ).
Discussion
In this study we did not find an increased length of ICU stay, ICU mortality or hospital mortality rate in those patients whose admission to intensive care was delayed more than three hours. However, patients whose ICU admission was delayed had both a greater requirement for, and spent more time receiving, advanced respiratory support, that is, invasive mechanical ventilation.
The idea of a "golden hour" after major trauma, during which interventions made promptly after the initial injury carry the highest chance of preventing death, has been in use since the 1970's [17] . Although some controversy remains about its evidence base the concept has become well established [18] . Recent studies in critically ill patients who have sepsis have demonstrated that the early recognition of pathology and implementation of therapies, such as fluid resuscitation and appropriate antibiotics, can reduce mortality [19, 20] . Such accelerated treatments now represent the accepted gold standard for a variety of conditions, such as myocardial infarction and stroke [21, 22] . These studies suggest that time to treatment has a profound effect on outcome.
Whilst ICU admission can be seen as a surrogate for time to treatment in the critically ill, the fundamental factors determining outcome are likely to include specific interventions and the timely instigation of organ support. These do not always mandate immediate ICU admission and can be instigated on alternate sites, such as the ED or operating theatre suite, whilst an ICU bed is made available. This concept of "critical care without walls" is increasingly becoming accepted [23] and is in place at Charing Cross Hospital where the theatre suite is used to "board" patients pending ICU admission. Here patients are managed with ICU specialist input and it is feasible for all required treatments and interventions to be instigated. This practice may go some way to explaining why, in our study, delayed ICU admission did not prolong ICU admission or adversely effect mortality. Indeed, it is this practice of boarding that explains the large percentage of patients in the delay group admitted from the theatre suite as the patients are generally transferred and managed here whilst an ICU bed is created. This accounts for both the high percentage of delay admissions from theatres and their paradoxically low rates of surgery. Interestingly, the patients managed within the theatre suite had a trend towards a lower mortality compared to those patients managed in the ED/wards during the delay period. This suggests that the practice of boarding a patient in the theatre suite may be a better strategy than keeping the patients in situ on the ward if an ICU bed is not immediately available. The incidence of delayed admission to the ICU in our study was 9.3%. Although there were no significant differences in demographics between the two groups, there was a trend toward a younger age within the delay group that may have had an effect on the outcome data. There were also baseline differences between the groups, with the delay group having significantly more patients with respiratory failure and fewer patients undergoing surgery immediately prior to admission. However, adjusting for these differences in linear and logistic regression analysis models did not alter the results.
Previous studies have described an association between prolonged hospital stay prior to ICU admission and increased mortality rates [24] . Other studies have described a high mortality amongst those ICU survivors discharged to the general ward at night [25] , but few studies have examined the effect of a delay in ICU admission upon patient outcome. A North American study [26] examined 50,322 ICU transfers from the emergency department and defined a delayed admission as taking longer than six hours. Amongst the delayed group there was a significantly prolonged length of hospital stay, as well as increased ICU and hospital mortality. Subsequently, a European study [27] compared patients with community-acquired pneumonia admitted directly from the emergency department (no-delay) to the ICU, with patients admitted first to the general ward (delay). After adjusting for propensity score, an increased 28-day and hospital mortality were found in the delay group. Recently, a Brazilian study examined 401 ICU admissions and reported delay rates of 68.8% with a median duration of 17.8 hours [28] . These were associated with an increased length of ICU stay and mortality, with each hour of delay associated with a 1.5% increase in risk of ICU death. The high delay rate that they report is explained by their strict inclusion criteria (any patient not admitted immediately); however, the average delay was markedly longer in the Brazilian study (17.8 hours) compared to the 6 hours in our study. This may explain why, even after adjusting for baseline characteristics in a multivariate analysis, we found no association between length of delay and length of ICU stay or mortality.
Differences between our results and those of previous studies may also reflect differences in the management Only patients with critical care data set (n = 598) are included in analysis. Those not fulfilling the criteria for an organ support category (Table 1) were excluded from the analysis of duration of support for that system.
of these patients whilst an ICU bed is awaited. Within our institution two anaesthetic trainees manage these patients with senior input from the ICU specialist. Care directed by, or involving mandatory consultation from, an ICU specialist has been shown to improve outcomes [29] , but may not be employed across all institutions and countries. A North American study reporting increased mortality associated with delayed in-patient transfer to an "open" ICU, in which all physicians had admitting rights, noted that delayed patients were less likely to have received a prompt physician review without specifying whether this was by an ICU specialist [30] . Another study reported that patients refused ICU admission due to lack of bed availability had a higher mortality if they were subsequently admitted to ICU but did not report how they were managed in the interim [31] . We found that delayed patients had a greater requirement for and duration of advanced respiratory support. This is likely to be due to the high rates of respiratory failure as the reason for ICU admission. Patients who require mechanical ventilation may be over-represented in the delay group as there is no facility to provide ventilation on the general ward, hence they would be transferred to ICU or the theatre suite immediately. This is not the case with other organ support strategies (for example, inotropes), which may sometimes be delivered on the general ward if an ICU bed is not available. This has important implications for clinical practice given that the delay group patients had a worse PaO 2 :FiO 2 ratio during the first 24 hours after ICU referral compared to the no-delay group. Often these patients will receive mechanical ventilatory support from a portable transfer ventilator and/or an anaesthetic machine during the delay period and this may be detrimental to their respiratory physiology. It can be more difficult to provide lung protective ventilation (limiting pressure and volume, and providing positive end expiratory pressure) using these simple ventilators compared to a modern ICU ventilator. It has now become common practice within our hospital to manage patients with severe respiratory pathology waiting in the operating theatre suite by using an ICU ventilator whenever possible.
Limitations of our study must be considered. First, it was a retrospective analysis and organ support data were only collected for the final 21 months of the five-year period. However, ICU outcome data were available for all patients and hospital outcome data were only missing for <1% of patients. Although 1,609 patients were included over a five-year period, only 149 patients had a delayed admission and thus the power of the study is limited. In particular, it should be noted that the upper 95% confidence interval for ICU mortality in the delayed admission group is 2.0 and, therefore, we cannot exclude a potential doubling of mortality rates based on these data alone. It is possible that a larger patient cohort, with a larger number of delayed patients might detect significant differences in outcomes between delayed and non-delayed admissions. Using the data from this study, a power calculation suggests that approximately 25,000 patients would need to be studied to have 80% power to demonstrate a statistically significant difference in mortality rates. Clearly this would require a national multi-centre study and although it would have more power, any difference in outcome might also be affected by different management policies while a patient waited for ICU admission.
Conclusions
In this study, managing critically ill patients "in-house" in a monitored environment when an ICU bed is unavailable is a viable option and did not prolong ICU stay or result in increased mortality. However, delayed ICU admission was associated with increased rates and a longer duration of mechanical ventilation and, therefore, robust strategies to provide lung protective ventilation need to be in place.
Key messages
• Delayed ICU admission due to bed unavailability is common.
• Managing patients in the theatre suite whilst an ICU bed is arranged is a viable option.
• Patients whose ICU admission is delayed have increased rates and a longer duration of invasive mechanical ventilation.
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